SUMMARY The comparison of trends in ischaemic heart disease (IHD) mortality in different social classes is confounded by historical changes in diagnostic techniques and statistical classification, and possibly by different standards of diagnostic accuracy in the different social classes. These problems can be circumvented by taking advantage of the fact that in middle age (45 to 64) the IHD death rate is much higher in men than in women. This large sex differential is not present in any of the other causes of death with which IHD might easily be confused and it is therefore relatively unaffected by diagnostic errors and variation in classification. The changes that have occurred in the sex differential in Social Classes I and V in England and Wales between 1931 and 1971 confirm anecdotal clinical reports that the male vulnerability to IHD appeared first in Social Class I (professional). By 1971 Social Class V (unskilled) had caught up, and the men in these two social classes now experience an almost identical excess in cardiovascular death rate compared with their wives.
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It has been suggested that much of our modern burden of ischaemic heart disease (IHD) is the result of modern technology and affluence that have led inter alia to the almost complete disappearance of physically strenuous occupations and to an over-rich diet.
If this were true, it might reasonably be assumed that IHD would have been a problem first for the traditionally affluent and non-manual groups in society-doctors, lawyers, business executives, etc.-and only in more recent years for the traditionally non-affluent unskilled manual workers who have lost the protective effect of a strenuous life and a poor diet.
There is some anecdotal support for this belief, since Osler (1910) and others commented in the early years of this century that 'severe angina', the equivalent in modern terms to myocardial infarction and sudden death, was almost entirely restricted to professional and business men. However, it is very difficult to confirm these observations through study of mortality statistics or other quantitative data because of the great changes in diagnostic accuracy and fashion of the last few decades, and the different standards of medical care that were, and to some extent possibly still are, available to persons ot different socioeconomic status.
Fortunately many of these methodological problems can be circumvented by making use of the characteristic sex differential of IHD (Anderson, 1973a; 1973b; and this technique is here applied to the data contained in the decennial supplements on occupational mortality for England and Wales between 1931 and 1971 (Registrar General, 1938; 1958; 1971; Between 1931 and 1971 the number of men aged 45 to 64 in Social Class I rose from 130 000 to 235 000, or from 3-2 % to 4-1 % of the total for all five social classes. In the same period, Social Class V decreased in size from 696 000 to 464 000, or from 17-1% to 8-1% of the total. There were similar changes in the number of married women in the two social classes.
Death rates for the age group 45 to 64 were calculated from death and population data for the age groups 45-54 and 55-64, taken from the decennial supplements (Registrar General, 1938; 1958; 1971; Here the characteristic sex differential of IHD can be used to good effect. We have previously shown that-whatever the underlying reasons-the type of illness recognised today as IHD is unique among the cardiovascular-renal diseases in showing a much higher incidence in males than in females (Anderson, 1973a; 1973b) . Furthermore, changes in diagnostic Mabel L. Halliday and Terence W. Anderson accuracy and statistical classification within each social class will tend to affect the sexes equally, so that both the ratio of the rates (M/F) and the difference between the rates (M-F) are relatively unaffected even by large changes in these confounding variables (Anderson, 1978) .
The male/female ratio for 'total IHD' has more than doubled in both social classes between 1931 and 1971, and the ratio in Social Class I has remained approximately twice as high as the ratio in Social Class V (Fig. 1) . For the broader classification of Classes I and Vfor 'total IHD' deaths (see Table) and for total cardiovascular-renal disease, England and Wales, ages 45 to 64.
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cardiovascular-renal disease the same generalisations hold true, but all the sex ratios tend to be lower because of the dilution of the IHD deaths with non-IHD cases. This is a disadvantage of the sex ratio approach, for although it is obviously safer to use a very broad classification when comparing rates over a long period of time, this results in a loss of sensitivity. This loss ofsensitivity is largely avoided by working with the difference in the rates, or the 'male excess'. Here, the inclusion of non-IHD diagnoses has little or no diluting effect because the non-IHD rates are usually almost equal, and the difference between them close to zero. Using this approach it can be seen that in 1931 there was already a substantial male excess in Social Class I but hardly any in Social Class V (Fig. 2) (Anderson, 1978) .
Discussion
The social class difference seen in male excess in 1931 is consistent with anecdotal clinical reports that fatal IHD in men was initially more common in the well-to-do. It is, of course, theoretically possible that the subsequent changes in both male excess and sex ratio could have resulted from a decline in the corresponding female death rates, but this seems 77 extremely unlikely in the present situation. Not only have women been exposed to much the same IHD risk factors as men (so that one would expect to see, if anything, a rise in their IHD mortality) but the sheer magnitude of the present IHD death rates makes it almost inconceivable that in earlier years a large proportion of these deaths could have been so grossly misdiagnosed as to be classified outside the broad cardiovascular-renal grouping.
These results are compatible with the belief that in the past a strenuous job and a poor diet afforded some protection against IHD to men of Social Class V. However, it should be borne in mind that these are not the only aspects of life style that have changed in the past four decades, and it is possible that a number of other factors such as the increased consumption of cigarettes and perhaps the general stress of modern life may have contributed to the increased vulnerability of males in Social Class V. 
